I
read with great interest the article "Diagnostic Yield of Catheter Angiography in Patients with Subarachnoid Hemorrhage and Negative Initial Noninvasive Neurovascular Examinations," by Delgado Almandoz et al. 1 The authors reported that in patients with either convexity or diffuse SAH, the yield of catheter DSA was 10.9% for finding a causative vascular lesion when initial noninvasive vascular imaging findings with either CTA or MRA were negative. In their series, 11 patients with perimesencephalic hemorrhage did not have any lesions found on DSA that were missed on CTA or MRA.
I congratulate the authors on their work and wish to highlight some important points. This topic of whether emergent CTA should be performed on patients with SAH has been debated previously in the literature.
2-6 I myself was guilty of once writing "multi-detector row CT angiography may become the method of choice for aneurysm screening in patients with acute subarachnoid hemorrhage." 7 However, as our experience with CTA has matured, we still see that there is a negative predictive value of only 82%-96%. 2, 3 As such, patients with diffuse or sulcal SAH will still need DSA to exclude a causative vascular lesion. Even when an aneurysm is seen on noninvasive imaging, DSA changes the treatment plan in 19%-30% of patients. 8 Despite many attempts to put DSA out to pasture, we see that this examination still has a vital role in the evaluation of suspected intracranial vascular lesions.
We are also entering a new paradigm in health care delivery in the United States. Instead of doing more imaging and testing, we will likely be reimbursed more for better outcomes, with payments bundled to encompass all aspects of care. As part of this cost containment, if we can eliminate a "good" test (CTA) to go directly to the "best" test (DSA), I believe that we should take this opportunity. Critics would say that CTA can be performed as an initial test, but it will likely be the case that both are performed on many patients. It is probable that the CTA could have been eliminated in many of them. Doing so may decrease the cost and will also decrease patient radiation dose. Moving forward, we as radiologists should do our part to optimize patient care by eliminating redundant testing, and when possible, directing patients to the studies most likely to impact their care.
